Objective: An updated classification of the primary and secondary childhood glaucomas is offered for clinical use, and associated systemic diseases are included to enable their early recognition in children with known glaucoma.
T HE CHILDHOOD GLAUCOmas have been classified by the age of onset, inheritance, associated systemic findings, and anatomy, according to the associated and responsible anterior segment anomalies. 1, 2 In this article, we offer a comprehensive classification of the childhood glaucomas to assist in the recognition and differential diagnosis of the reported clinically recognizable causes of primary and secondary pediatric glaucomas (Table) .
TERMINOLOGY
Historically, the childhood glaucomas have been labeled developmental glaucomas based on the associated presence of developmental defects of the eye. 1 Primary childhood glaucomas will be classified as those caused by anomalies of the filtration angle. These glaucomas are often of genetic origin and may be associated with systemic diseases and other ocular defects. We have identified the systemic diseases that have been described in association with childhood glaucoma.
Congenital glaucoma denotes a glaucoma that occurs early in life related to a congenital anomaly. Newborn primary congenital glaucoma defines a glaucoma entity that is recognized immediately at birth with the presence of profound defects of the anterior segment. Infantile primary congenital glaucoma includes patients with evidence of glaucoma most often recognized in the first year of life. Late recognized primary congenital glaucoma indicates an entity diagnosed significantly after an age when ophthalmologic examination of the patient would have recognized the presence of abnormalities related to glaucoma.
Juvenile glaucoma has been used to describe glaucoma in childhood. We have continued its use specifically with juvenile open-angle glaucoma that characteristically develops during childhood.
The secondary childhood glaucomas are those that occur as the result of independent disease mechanisms that secondarily impair the function of the filtration angle.
COMMENT
All classifications of the childhood glaucomas have revealed the impressive number of clinical entities that may feature or be complicated by childhood glaucoma. Previously these diseases have been variably identified and classified. 2 The term association in reference to glaucoma with systemic diseases does not require that the glaucoma is an essential aspect of the disease. In our classification, we list these The use of this classification as a clinical aid can facilitate early recognition of glaucoma and identification of the specific glaucoma diagnosis as well as meaningfully influence the choice of treatment. Without recognition of specific types of childhood glaucoma, it is more difficult for the clinician to appropriately select treatment that has been found to be most beneficial. The secondary glaucomas are an important and large group of childhood glaucomas. When confronted with a child with glaucoma and atypical clinical findings, the clinician may be assisted in making an accurate etiologic diagnosis by reviewing the tabulated causes of both the primary and secondary glaucomas. Finally, this childhood glaucoma classification can enable improved communication between those who care for these particular patients. poxic cornea remains clear but the incisions may allow swelling to occur in an anterior direction. This anterior elevation in the midperiphery causes central corneal flattening and a resultant hyperopic shift. 2, 3 Thus, alterations in corneal structure caused by radial keratotomy incisions, combined with increased corneal thickness, account for the induced refractive changes. Although plus lenses were required for clear vision, a climber with bilateral radial keratotomy successfully ascended Mount Everest (8 850 m). 4 Similarly, owing to structural change from flap creation, corneas that receive Lasik and are exposed to hypoxia are thought to have a preferential central expansion, causing a slight myopic shift. 5 This contrasts with normal and photorefractive keratectomy corneas that do not undergo refractive change with hypoxia because they thicken uniformly, thus preserving the shape of the anterior corneal surface.
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